At the end of ten hours the head was in the pelvis, position R.O.A., the vertex presenting and the os fully dilated. Three hours later the head had descended on to the perineum, but the pains were few and hardly felt, and the patient was spending the time playing cards. After several hours waiting the pains did not become any stronger, so 05 c.c. of pituitary extract was given subcutaneously. Chloroform anaesthesia was induced, and the forceps applied, and with one good pain the child was born alive. One hour later there had been only a few feeble uterine contractions, so half a drachm of extract ergot liq. was given by mouth, and a further 0 5 c.c. of pituitary extract given subcutaneously. Later the placenta was found in the vagina with the membranes still adherent; the membranes were peeled off intact and the uterus massaged. There was severe post-partum haemorrhage controlled by bimanual compression of the uterus and hot douches. The patient was collapsed and practically pulseless, but slowly rallied under the administration of rectal salines, hypodermic injections of strychnine and Curschmann's solution. The perineum, which had been torn back into the rectum, was sutured.
During the next fourteen days the patient slowly improved in general condition but remained very anaemic, and the uterus contracted down slowly. The temperature varied between 990 F. and 101°F., the pulse-rate from 96 to 118. The lochia were offensive, but ceased to be blood-stained about the tenth day.
On March 26 when the sutures were removed from the perineum the wound fell open, showing no signs of attempt at union. On vaginal examination it was noticed that both the external and internal os were dilated and patulous. There was a uterine discharge, small in amount and slightly offensive.
On March 29 the patient sneezed several times, and this was followed by bright hwemorrhage from the vagina, about 2 to 4 oz. in amount. Very slight hamorrhage occurred on one or two occasions subsequently. Three days later she had a rigor in which the temperature rose to 105.20 F. and the pulserate to 140; 20 c.c. of polyvalent streptococcal serum were then given. On the next day she had two more rigors. When seen at 6 p.m. by H. K. G. the patient looked very ill and anxious. There was marked anemia, the temperature was 101°F., the pulse 130, volume poor. Nothing abnormal was discovered in the chest. The abdomen was retracted with slight tenderness over the lower third, the uterus not being palpable. Per vaginam the perineum was completely torn into the rectum, with no signs of any attempt at granulation on the raw surfaces. The cervix was widely dilated, and protruding through it was a smooth round tumour, about 4j in. in diameter, which bled easily on touch. Bimanually the body of the uterus could not be identified above the cervix, and in place of it a dimple could be felt. The diagnosis was thus made of inversion of the uterus with possibly septicamia.
Under a general anesthetic a hot vaginal douche was given, and the body of the uterus grasped and slowly compressed, so that after about five minutes it began to re-invert, the fundus slipping back quickly through the cervix. Hot intra-uterine douches were given, but in spite of this the uterine wall remained flabby, and was dented in by the pressure of the intestines above, so the cavity was packed with gauze soaked in fiavine. The perineum and rectum were rapidly sutured with two layers of catgut and silkworm gut, the sphincter being left unsutured; 500 c.c. of gum saline were given intravenously at the end of the operation. She had a rigor, the temperature rising to 1060 F., on coming round from the anaesthetic. No pituitary extract or ergot were given owing to fear of irregular uterine contraction. The patient had no after-pains; the plugging was slowly withdrawn, beginning twenty-four hours after the operation, and it was completely removed by the end of the third day. It was very offensive. During the first three days the patient had several rigors, the highest temperature being 106.20 F. and pulse 120.
Other treatment consisted in daily subcutaneous injections of cacodylate of iron and strychnine and 20 c.c. of polyvalent streptococcal serum and douches. The patient's condition slowly improved, the rigors gradually diminishing in severity and frequency, but at the end of a week thrombosis of the right leg took place. At the end of the second week the catgut in the perineum gave way and the whole wound gaped, showing no attempt at healing. At the end of three months the patient was convalescent and able to get up. She has since resumed her work as a school teacher, and apparently suffers from no inconvenience from the torn sphincter and perineum. The interest in the case lies in the peculiar inertia of the uterus which was present throughout the first stage of labour; it practically caused no inconvenience to the patient, but it almost completely prevented further progress. After the child's birth there was very poor power of retraction, and this resulted in the inversion, which possibly began with the patient's sneezing attack. The intense anaemia undoubtedly assisted in the subinvolution as well.
DISCUSSION.
Dr. HERBERT SPENCER referred to his paper read before the Section on nine cases of inversion of the uterus,' in which he had pointed out the danger, which the late Dr. Maxwell had emphasized, of replacing a septic inverted uterus, and the advantages of irrigation before reducing the inversion with Aveling's repositor. He thought it was futile and dangerous to stitch up a torn perineum in the presence of a septic condition of the parts.
Dr. J. D. BARRIS congratulated the authors on the successful termination of an extremely serious and anxious case. He said that Dr. Donaldson and himself had reported before this Section (November 4, 1920),2 a case somewhat similar from the fact that the inversion occurred apparently a considerable time after labour, and was complicated by sepsis. The patient, aged 24, was in her third labour, which was managed by a midwife. Labour was uncomplicated until the expulsion of the placenta, which was delayed for more than two hours, and after that time the midwife delivered it by pressure on the abdomen and traction on the cord; the patient then became collapsed and bled freely. On her admission to hospital she was in a condition of shock. The fundus could be Cameron: The Technique of Casarean Section felt protruding slightly.through the cervix. She was treated first for shock and hemor-r4age by blood transfusion. It was decided to delay reposition of the fundus. Sepsis was evident by the third day of the puerperium, but was controlled by means of continuous irrigation through Carrel's tubes. On the sixth day of the puerperium, while the patient was micturating, the fundus became completely inverted. He (Dr. Barris) would make two comments upon the case just reported. The first was with regard to the time at which the inversion occurred. He gathered that in the opinion of the authors the inversion did not take place until the fourteenth day of the puerperium. He thought it more probable that it really began immediately after labour, for the placenta was manually removed and they found the membranes adherent at a time when they also noticed that the uterus was relaxed. Moreover, in his own case, although the inversion became complete on the sixth day, it had been noted on admission that it had already really begun. His second comment was with regard to immediate replacement of the fundus. Shortly before his own case occurred he had heard Dr. Spencer's paper. Late reposition was tried partly for this reason, and also not to subject the patient to the shock of manipulations and an anmesthetic. He found that the uterus involuted well, and did not bleed while still inverted. Reposition was not carried out until seven weeks after the delivery. The fundus was replaced by means of Aveling's repositor without anesthesia in nineteen hours, and the repositor was removed easily at the end of this time after five minutes' further traction. He wished to endorse Dr. Spencer's remarks on this point, and to emphasize the safety and value of late reposition as opposed to immediate replacement of the inverted fundus.
Dr. W. R. WHITE-COOPER and Mr. H. K. GRIFFITH also read a short communication on " A Case of Obstructed Labour."
The Technique of Caesarean Section. By SAMUEL J. CAMERON, M.B.
MY object in making this communication is to relate briefly the technique which has enabled me in 107 successive cases of Casarean section in rachitic subjects to bring the mortality in my practice to under 1 per cent., and also to record a few observations which have interested me in connexion with the operation.
Although many of the patients in the series were admitted to hospital in labour, it is a decided advantage to have the patients under observation for some days before the operation takes place, as minor ailments can be treated and thorough preparations can be made. For example, special attention should be given to patients with " colds," as it has been my experience that rachitic patients are peculiarly susceptible to pulmonary complications after operation, and it will be found that many of them are troubled with chronic bronchitis and emphysema. Consequently tbe choice of an anaesthetic seems to me to be important. Chloroform should be used in preference to ether as the chloroform has a less chilling effect on the lung; (in my gynaecological practice I generally employ ether). Precautions should also be taken to guard against exposure. I have frequently seen patients kept naked on the table for many minutes after the completion of the operation, while nurses with lotions were assiduously removing every trace of staining from the skin. As soon as I have secured the anchor sutures which retain the dressing, the patient is wrapped up and her head covered with a blanket while she is being removed to a warm room.
